presented prominent, bleeding, fungating areas. The histological picture also closely resembles that in my case. McDonagh considers that most of the giant cells are capillaries or lymphatics blocked by swollen endothelial cells. They contain a substance which stains with Sudan III, as do also the cells surrounding these capillaries which resemble the swollen endothelial cells. He concludes that the primary lesion is probably an overgrowth of embryonic cells intended to form capillaries and lymphatics; they then undergo fatty degeneration and eventually disappear. His view is that the swellings are endotheliomata and belong to the large class of nwvus.
I propose to make further histological investigations before discussing this interpretation.
Lupus Erythematosus replacing the Lesions of Erythema Solare. R. T. BRAIN, M.D.
K. B., a woman aged 27, attended St. John's Hospital, Leicester Square, and gave the following history.
Two years ago she had a severe attaok of purpura lasting three months and associated with joint pains. About the same time she had first noticed a reddish, slightly scaly patch on the left upper eyelid. The condition has persisted ever since without causing symptoms. No further skin trouble was experienced until June, 1932, when a rather similar dry scaly area appeared on the lower lip and this tended to produce shallow fissures.
In August, 1932, the patient was severely sunburnt and bulls3 appeared on the erythematous parts which had been exposed, i.e., the "V "-shaped area over the manubrium and the flexor aspects of the forearms. The bullb soon dried up, but the erythema persisted with slight scaling, which became limited to the margins of the areas as the centres of the lesions became smooth and paler. There was no irritation. Previously she had enjoyed. good health.
On examination (January, 1933), sbe was a well-nourished young woman in apparent good health and the only septic foci discovered were around carious teeth. The tonsils were small and not inflamed and there were no signs or symptoms implicating the nasal sinuses.
The eruption affected the skin and buccal mucous membrane. On the left upper eyelid was a slightly scaly, reddish, macular area occupying about two-thirds of the whole surface and reaching the lid margin. Atrophic changes were inconspicuous.
There was a scaly, dry, slightly fissured area on the lower lip, mostly limited to the right side. On the mucous membrane of the left cheek opposite the first and second molar teeth was a small white adherent patch of irregular shape. No other lesions were discovered in the mouth.
A large red macular lesion occupied the whole of the "V "-shaped area of the chest and spread outside it with a serpiginous outline. The centre of this lesion was paler than the edges; ito colour mottled pink and white; its surface smooth and slightly atrophic. The edges of the lesions were very slightly raised, with a ribbon of thin, brownish, dry adherent scales superimposed. No discrete horny plugs could be recognized. The infiltration and brighter colour indicated that the more active inflammatory reaction was occurring at the edges.
Similar smaller lesions were present on the flexor aspects of the forearms, showing circinate figures with scaly edges and small round areas with pale centres and purplish red margins simulating the lesions of erythema iris. The colour of the lesions was typically that seen in acute disseminated lupus erythematosus. The scalp and remainder of the body were free from lesions. Now there are purplish-red macular lesions, less than 0 5 cm. in diameter, -on the backs of most fingers. The other lesions are becoming paler. The patient has been taking quinine by mouth. Two years previously she had had purpura on the legs, followed by a grave illness, thought to be a streptococcal septicemia, associated with a prolonged high-swinging temperature. Lupus erythematosus of the superficial variety subsequently developed on the face and hands. He (Dr. Forman) thought that there was an important streptococcal factor in lupus erythematosus.
Sir ERNEST GRAHAM-LITTLE said that some Members would remember a case of psoriasis, which had been under Dr. Hyde's treatment, and was shown to the old Dermatological Society. The patient had been exposed for months to sunlight, and lupus erythematosus had afterwards developed.
He remembered another case of lupus erythematosus, which had developed after exposure (for ringworm) to X-rays, and six years afterwards an epithelioma had developed on the lesion which-had received the X-rays. is a diffuse a.lopecia; a few short crinkled hairs are to be seen. The area of baldness not sharply defined. The scalp shows no inflammatory change, but possibly there is some slight atrophy.
Premature
F>our tumours are preeent on the scalp. The largest is on the anterior part of the vertex, and is the size of a nut and the others on the parietal regions. The tumours are firm and solid, and do not yield any fluid on puncture. There is a definite excess of hair on the upper lip, the sides of the face, and the limbs.
Section of the larger tumour was reported by Professor Nicholson as a sebaceous adenoma. The family tree suggests that the baldness is a dominant sex-limited characteristic and the adenomata are transmitted as a dominant. The patient's father, aunt, and sister have the tumours.
If thiis theory of the inheritance is correct, one would expect, that if 'the patient married a man with a tendency to premature baldness, her children, irrespective 'of
